justice and the equal participation in society, including appropriate treatment in case of illness. Individuals with below average earning power or economic resources must receive the same quality and quantity of medical care as others. Thus, overall, the healthcare system is organized around the principle of solidarity (Solidarprinzip), which provides that every member of a supportive society is entitled to assistance from the other members of the society in the case of illness. A main feature of the statutory health insurance scheme is social reconciliation (Solidarausgleich), which is expressed in two main ways: firstly, between the healthy and ill, in that all members-including the healthy-meet the costs of the necessary treatment and benefits if a member falls ill regardless of the individual's economic resources, including the additional costs of securing the individual's livelihood, such as continued wages and sickness benefits; and secondly, between high and low incomes, in that up to a defined income threshold, all members of the statutory health insurance pay an incomedependant percentage of their earnings. This solidarity model stands in contrast to the subsidization principle, which provides that an individual's expenses are only then assumed by the supportive society if the individual is demonstrably overextended. Until such a point, the individual is obliged to contribute to the treatment costs. In the subsidization model, the healthcare expenses are met by a sequence of supportive societies from smallest to largest: the individual, his or her martial or life partner, the family, the statutory health insurance fund, and finally the services the individual is entitled to as a citizen.
The aim is to give an overview about the German healthcare system and gain an understanding of its complexity and principles of organisation. Please find more information about the German healthcare system on the EPMA World Congress 2011 in Bonn, Germany.
HEALTHCARE IN THE U.K. Grosios K University of Leeds, UK The UK healthcare system, National Health Service (NHS), came into existence in the aftermath of the Second World War under the principles of universality, free at the point of delivery, equity, and paid for by central funding. It has evolved to become one of the largest healthcare systems in the world. The Health Act 2009 established the "NHS Constitution" which formally brings together the purpose and principles of the NHS in England, its values, as they have been developed by patients, public and staff and the rights, pledges and responsibilities of patients, public and staff. Scotland, Northern Ireland and Wales have also agreed to a high level statement declaring the principles of the NHS across the UK, even though services may be provided differently in the four countries, reflecting their different health needs and situations. The health research strategy of the NHS is being implemented through National Institute of Health Research (NIHR) and in 1999 the National Institute for Health and Clinical Excellence (NICE) was established as the body responsible for developing national guidelines and standards related to, health promotion and prevention, assessment of new and existing technology (including medicines and procedures) and treatment and care clinical guidance, available across the NHS. In 2010 the publication of the White Paper "Equity and excellence: Liberating the NHS" heralded one of the biggest shake ups of the health system since its inception. Through the paper the coalition government announced its strategy on how it will "create a more responsive, patient-centred NHS which achieves outcomes that are among the best in the world". Since then plans for reshaping the system have faced strong criticism and changes remain undefined and unimplemented. Nevertheless, the development of preventive, people-centred (shared decision-making/ no decision about me without me) and more productive healthcare services is being seen as key for the NHS to respond to the challenges that all modern healthcare systems are facing in the 21 st century. Predictive, preventive and/or personalised medicine (PPPM) services within the NHS have traditionally been offered and are part of disease diagnosis and treatment. Preventive medicine is its own established entity and relevant services, such as cancer screening, child health promotion and immunisation programmes, are directed by Public Health and offered either via GP, community services or hospitals. References to predictive and personalised medicine are increasingly being introduced in NHS related information and personalised therapies in the form of diagnostics and drug therapies are commonly prescribed and used and are increasingly available via commercial/private non-NHS routes. Implementation of PPPM interventions may provide solutions to many of the challenges that healthcare in the UK is facing. This is in turn creating a new way of thinking and set of standards and generates new dilemmas and issues that need to be resolved considering multiple aspects such as disease and health evolution and scientific understanding, professionals and public expectations and education, technological advancement and wider health policies, regulations and financial environment.
HEALTHCARE OVERVIEW: EUROPEAN AREA & GLOBAL SCALE
Iso H National Representative of EPMA in Japan Healthcare for cardiovascular prevention and treatment in Japan is overviewed because the decline in cardiovascular disease in particular stroke since the 1960s has contributed to achieve one of the longest life expectancies in the world. The national prevention program for cardiovascular disease was launched in 1982 under the Health Service for the Elderly Act based on the establishment of national health insurance coverage since 1961. Under this Act, insurers are municipal governments and are financed with help from prefectural and national governments to conduct health screening and health education for residents aged 40 and over, as well as care for the aged. The Industrial Safety and Health Act since 1972 has assured health screening and education for company employees. The universal insurance coverage and health screening and education system enhanced the hypertension control and lifestyle modification for highrisk individuals in company and community settings. Meanwhile, the national government performed a series of revisions to the Medical Care Act in 1985, 1992, 1997, and 2000 to control the number of beds, to differentiate hospital roles as high-technology hospitals, long-term care hospitals, and regional tertiary hospitals, to emphasize the importance of informed consent and staff training, and to enhance amenities. That act has improved the operation of local ambulance system that allowed patients with acute cardiovascular events such as stroke and heart attack admitted quickly to local acute care hospitals. Because of rapid aging and high medical costs for the elderly, the national government amended the Long-term Care Insurance Act in 1997 and the Health Promotion Act in 2002 to improve people's lifestyles in line with the goals set out in Healthy People Japan 2000. In 2006, the Japanese government amended a reform act regarding the health care system for the prevention and treatment of lifestyle-related diseases to slow down the rise in medical expenditure. The Health Service for the Elderly Act since 1982 has evolved into the Elderly Health Care Security Act, where the health insurer is a central health care provider body rather than municipal governments. Under this Act, the emphasis is placed on the prevention and control of metabolic syndrome where abdominal obesity is an essential component within a constellation of high blood pressure, dyslipidemia, and glucose abnormality. Although persons with metabolic syndrome are at high risk of ischemic stroke and IHD, non-obese persons with high blood pressure, dyslipidemia, or glucose abnormality have a similar or higher prevalence, and are also at high risk.
The threat of increasing incidence of IHD among urban men may justify the recent amendment of the Elderly Health Care Security Act, focusing on preventive and control activities targeting metabolic syndrome. However, it should be noted that the public health burden of cardiovascular disease was equal or even greater among nonobese high-risk individuals compared with obese high-risk individuals. The Elderly Health Care Security Act focusing on metabolic syndrome needs to be re-evaluated and modified in the near future.
Healthcare system in the Slovak Republic is neither Bismarck nor Beveridge nor National Health Insurance model, although it has certain features of all. The healthcare contributions are mandatory and are paid to the health insurance company. Almost 100% solidarity is implemented in the system-people who earn more, pay more, those who earn less pay less, but all receive the same healthcare. There are also healthcare providers who offer their services that are not reimbursed from the health insurance and are paid cash by the patient. Virtually, an insured citizen is not limited as for the amount of the healthcare spending per period of time, on the other hand, the reimbursement limits are set for the particular healthcare providers. According to the data from the health insurance companies, over 98% of the population is covered by the health insurance. Public healthcare expenditure has been approximately 3400 millions € in 2009, which represents around 5.36% of gross domestic product. Another 1000 millon € in cash is estimated to be spent on health-related products and services. In total, around 7 % of gross domestic product is spent in healthcare. On the basis of the statistical data, around 78% of the 5.4 million population may be regarded to as relatively healthy, or having no apparent health problems. The 22% of the population suffer of the most common diseases such as cardiovascular diseases, diabetes, respiratory diseases, psychiatric diseases, infectious diseases and cancer. The National Health Promotion Programme states the objectives related to improving the health status in the Slovak Republic. The tools for fulfilling the goals include early prediction, prevention, and education, which is in a good agreement with the concept of predictive, preventive and personalised medicine. The healthcare system in the Slovak Republic has the potential of being substantially better if wisely governed in the years to come ( Figure 1 ). New government has now a unique opportunity to implement the concept of the predictive, preventive and personalised medicine into the healthcare system of the Slovak Republic for the benefit of each citizen and consequently for the entire country. The contacts between EPMA and the Ministry of Health of the Slovak Republic have been established in order to actively initiate the changes needed. The proposed changes include, among other, the following activities:
& more emphasis should be put on the modern laboratory diagnostics and in-vivo diagnostics and their predictive potential & implement PPPM education programmes at the appropriate levels of education system in the Slovak Republic The ambition of the law is to reorganize totally the healthcare system: hospital, distribution of general practitioners and private/public access to the cares, public health and prevention, creation of Regional agencies of Health (ARS: Agence Régionale de Santé) in charge of territorially coordination of the health politics (hospital, medicine practices in town, public health and prevention). The hospital: reorganisation of the assignment and modification of the health institution's statutes. Distribution: organisation with different levels of care according to the need of the population. The financial participation of the insured patient is required in specific cases. Public health and prevention: creation of a new agency in charge of the sanitary security, food, environment and work.
A particular attention will be made to the side effects of drogues, and therapeutic education of the patients. ARS: organises the care access and is in charge of the continued health trail of the patient. The ARSs are funded by state contribution, health insurance and local community. The ministry of superior education and health defines the medical formation: territorial regulation of the number of house doctor positions according to the demography and medical specialities needed.
Since the health system restructuring, Bulgarian health providers are mainly reimbursed prospectively for the services they will provide to the population on a per-case and per-capita basis. This means that actual payment rates are agreed in the contract before the treatment takes place. Each year the National Health Insurance Fund (NHIF), together with the Bulgarian Medical and Dentists Unions, negotiates payment mechanisms to the health facilities contracted with the NHIF. Some types of health provider receive fee-for-service payments, which are a typical form of retrospective reimbursement. Primary care is provided in private practices, group practices and at outpatient departments. The General Practitioner (GP) is the owner of a private practice and a group practice is owned by its founders. If physicians want to work in the outpatient sector, they are statutorily required to register to provide either primary or outpatient specialized care in either single or group practices; or to be employed by a diagnostic and consultative centre, a medical centre, a dental centre, or a medical and dental centre. Hospitals receive funding mostly through case-based payments (clinical pathways). An Australian like model, the clinical pathways, was introduced in 2001 as part of the National Framework Contract, based on a single flat rate per pathway. In 2001 there were 158 diagnoses grouped in 30 clinical pathways. Government human resources are assigned to health facilities in accordance with the National Health Map, which specifies by region target numbers of health care professionals per institution. The country will be divided into six regions, each of which will have all types of hospitals. The six regions, which split the country are: North, North Central, North Eastern, South, South Central and Southeast. The aim is that every one of them has all kinds of hospitals-from the GP offices to the most hightech hospitals, so everyone will be able to quickly reach the required medical attention. New unified electronic system for the healthcare is planned to start 2012. It will facilitate communication between different parties (health insurance, hospitals, GPs and patients) and will reduce costs and waiting hours. The future directions include medical tourism, e.g. for spa and rehabilitation, but also early disease screening enabling personalized medicine that will give advances in public health. On April 08, 2007 the amendments in 4 laws of Georgia were approved by Parliament of Georgia:
EPMA IN SPAIN: A CHALLENGE FOR FUTURE
-Palliative Care was recognized as an integral part of continuous medical aid -Provision of narcotics and psychotropic substances in required (needed) amount and forms-for medical, scientific and other needs-according to international standards-was recognized as state obligation.
On The goal of Preventive, Predictive, Personalized and Participatory healthcare ("4P") is to lay the strategic refined ground to ushering in a new era of wellbeing and epochal revolution in healthcare to the citizens of Europe and the world. A profound systematic attempt to extract, define, and analyze all relevant factors both inside and outside the body based on the interplay of all scientific disciplines while conveying knowledge tools and expertise. The attempt is to combine the "4P" with the "4C" surrounding factors including Climate, Culture and Community in the Computerized world. Our vision is that the time has come to relate to the individual within the natural and artificial surroundings as one complex functioning system (Figure 1 ). To further these studies, a special scheme of discussion, will be applied. The CHEST-Converging Humanities, Education, Science and Technology methodology will enable placing and tackling the barriers while sharing and converging all concepts, tools and knowhow in a structured well documented procedure. A systematic analysis including the various treatments and drugs is warranted focusing first on 5 major disease types including brain diseases (e.g. Alzheimer's disease, depression and schizophrenia), metabolic, cardiovascular, cancer and infectious diseases to reduce drug adverse effects. These studies will lay the grounds for better understanding, prevention and therapeutics of other diseases as well. A multilayer system, envisioned in a conceptual matrix approach, will be incorporated to analyze all possible factors in three layers: the healthy population, patients who were diagnosed but not treated and treated patients. "Personalized Medicine" (PM) describes the concept of delivering the right treatment to the right patient at the right time. PM is facilitated by newly developed, powerful technologies allowing detection of biological events at the molecular level, even before symptoms appear. One of the main aspects of PM will be to identify biomarkers able to characterize a cellular alteration leading to subclinical or manifest disease status as well as its specific reaction to various therapeutic attempts. This approach will lead to categorizing or stratifying patients into smaller subgroups related to their risk or potential treatment profiles characterized by a combination of genetic, biochemical, and even imaging biomarkers. However, the value of medical imaging in PM is frequently underestimated, as many policy makers forget the all-important 'right location' in the PM paradigm. Medical imaging has always been personalized as it provides individual assessment of the location and extent of an abnormality, and in the future it will prove fundamental to almost all aspects of PM. Stratification based on imaging biomarkers can help identify individuals for preventive intervention and can improve disease staging. In vivo visualization of loco-regional physiological, biochemical, and biological processes using molecular imaging can detect diseases in presymptomatic phases or facilitate individualized drug delivery. Furthermore, imaging is essential to patienttailored therapy planning, therapy monitoring, and follow-up of disease progression, as well as targeting non-/minimally-invasive treatments, especially with the rise of theranostics. Therefore to reach the highest potential of PM, medical imaging must be an integral part. Randomised clinical trials are at the top of the evidence hierarchy. The weakness of most randomised trials is that they usually only tell us the outcome of groups of participants randomised to one intervention or the other, giving us a summary of an effect on groups of participants, not information on how the individual responds. Personalised therapies offer what we all request: an in depth, personalised assessment of our heath status and a personally tailored approach to improve or remove any medical problems. If personalised medicine offers 'parachute-like' intervention effects, then randomised trials may not be needed. However, most personalised therapies are likely to offer limited benefit to a restricted group of patients. Such effects are hard to detect. Therefore, personalised medicine must-like other interventions-undergo randomised clinical trials before they can be implemented. We need to demonstrate that the personalised approach is offering more benefits than harms compared with the group-based approach. Therefore, when personalised therapeutic interventions show promise in phase II clinical trials then they should undergo proper assessments in large phase III randomised trials compared with the more simple group-based approach. Only in this way can we assure that the personalised approach is offering the benefits it promises. ECRIN is poised to offer infrastructures for the conduct of multinational trials on personalised therapies. You just need to contact your national coordinating hub represented by your national ECRIN European Correspondent (www.ECRIN.org). Ayurveda (from Sanskrit "Science of Life")-the ancient Traditional medicine native to India-describes health as "stability in the true self" (swastha), a state of complete, balanced, physical, mental and spiritual well-being [1] . This remind us to United Nations' World Health Organization's definition of health as "a state of complete physical, mental, and social well-being and not merely the absence of disease or infirmity" [2] . In Ayurveda the focus is about the person who has a disease not about disease itself and its concerns are maintenance of an abiding health, preventing rather than treating diseases. This is in accordance to what Winslow claimed in 1920 defining public health as "the science and art of preventing disease, prolonging life and promoting health through the organized efforts and informed choices of society, public and private organizations, communities and individuals" [3] . Because of the sharp increase in non-communicable disease [4, 5] -especially on developing countries-public health has to find strategies for prevention and control of chronic diseases -issue of 2011 UN General Assembly-through surveillance of cases and promotion of healthy behaviours. Ayurveda propose a low-cost-regimen of personalized healthy conduct according to the individual (swasthavritta) involving lifestyle, nutrition, self-awareness and good relationships with other people and nature [6] . It is necessary to build a framework that support patients' and family interactions at the micro-level and a wellcoordinated policy and health-care systems, with attention to social and environmental aspects [7] . In fact, relationships between individuals in turn define individual themselves, contributing to awareness and self-realization and consequently, to the sense of well-being within communities. Another aim is to develop meaningful relationships between community members and public health practitioners. As stated by Charaka Samhita Sutrasthana 9: 26-one of the main Ayurvedic textbook-" a doctor should be sympathetic and kind to all patients", he must consider each individual's perception of the world, inner "sense of coherence" and mindbody interactions. Communication should be improved and patient involvement enhanced, so that people are made responsible for their health. Public Health Management needs to promote Health education-as announced by the 2012 WHO health report "stimulating the generation, translation and dissemination of valuable knowledge"-since early ages and integrate spirituality and ethics in healthcare system. A multidisciplinary professional teams may be required, including physicians specialized in public health, nutritionists, physiotherapists, psychologists, social scientists, biostatisticians, environmental health officers, public health engineers and lawyers, sociologists, communications officers and others [8] .
IMPLEMENTATION OF PERSONALIZED HEALTH
Many diseases may be preventable through simple, nonmedical methods (diet, meditation, massage) since infancy, in order to improve life quality, limit drugs use (avoiding expensive side-effects) and reduce medical costs. Public Health need to address health inequalities by advocating for population-based policies that improve health in an equitable manner. A proposal comes from traditional medicines, both in developing countries-where they are affordable, available, and culturally familiar-and in industrialized countries-since their integration in healthcare in a more holistic approach may help disease management [9, 10] . Ayurveda, being person-centered is intercultural, meeting the needs of different populations thanks to the universal-coverage in its roots. Results: NCCP sets out comprehensive strategy in fight against cancer. It's the first time government adopted major program of action linking prevention, diagnosis, treatment, care and research. As a result several governmental programs have been founded. Conclusion: Although the reasons for declining cancer rates are multifaceted, the efforts of the NCC play an integral part. NCCP aims to reduce cancer mortality and to influence selected behaviors that influence cancer mortality. This new set of goals, objectives, and strategies is intended as a framework for continued improvements by Year 2020. MEDICINES: THE SOCIO-ANTHROPOLOGICAL  AND BIOETHICAL PARADIGMS FOR PERSON-CENTRED MEDICINE, THE ITALIAN Abstract: In Italy the use of non-conventional medicines (NCM) is spreading among people as in the rest of Europe. However, in Italy, unlike that in other countries of the European Union, at the present time the juridical/legal status of NCM is not well established, mainly due to the lack of any national law regulating NCM professional training, practice and public supply and to the absence of government-promoted scientific research in this field. This is an obstacle to safeguarding the patient's interests and freedom of choice, especially now that dissatisfaction with biomedicine is inclining more and more people to look for a holistic, fairer and patient-centred form of medicine. Safeguarding people's health, making treatment personal, human and sustainable, presupposes that the patient be central in choosing the therapy. Society has changed its perception of quality in medicine and is demanding that institutions humanize medicine: it must be both humanistic and scientifically-based, hence person-centred medicine. Diagnosing and treating each human being requires that we find an individual centre of gravity taking the whole of the person into consideration, their intrinsic unity, physical and mental: the incessant interaction of these levels forms the spiritual core of the human being, a unicum to be interpreted before it can be cured. There is an evident gap between a classic "healthcare system" and a "pro-health system" of the kind needed to reprogramme public health in the teeth of worldwide economic crisis. The traditional health system does not cover the full implications of health: there are so many significant factors that must be embraced by a pro-health system. It is imperative that we integrate and liaise among the various approaches to medicine as an art; a synergy must be struck between biomedicine and anthropological or traditional and non-conventional medicines, if we are to achieve a sustainable equilibrium and contain the cost of drugs. It is no longer enough to learn about the origins of pathology; traditional and non-conventional medicines share the commitment to broadcast knowledge of how to generate health, entailing studies on the sources of physical, psychological and spiritual health; they share the ethical and social mission to generate greater responsibility and social emancipation.
INCORPORATION OF NATIONAL CANCER CON

TRADITIONAL AND NON-CONVENTIONAL
Science stands in need of new paradigms of pluralism. That challenge for the future extends beyond biomedicine: we need to review the evidence-based approach and apply it to traditional and non-conventional medicine. Not only are the public health authorities still reticent about traditional and non-conventional medicine, the whole health system needs to set in motion a virtuous process whose central aim should be global care of the individual patientperson-centred medicine-a caring diachronic approach to the psycho-patho-biological human being. Ethics demand that we preserve, protect, promote, study, hand on and apply the cultural heritage of medical and anthropological health expertise, be it western or eastern, respecting the original integrity of the tradition paradigms and patrimonies. The epistemological status of medicine calls for reformulation, and the key to hand is "person-centred medicine". With a history going back approximately 2500 years, the Tibetan Medicine, known as Sowa Rigpa in the Tibetan language, is one of the world's oldest known Traditional Medicine. It originally developed during the pre-Buddhist era in the kingdom known as Shang Shung. Over time it integrated religious influences and became the basis of healing science in Tibet. In the 7th and 8th century the Kings of Tibet promoted the exchange of healing knowledge from outside the kingdom, and physicians from India, Nepal, Persia and China came to Tibet to discuss their medical systems. The result is believed to be a collection, in Tibetan, of their combined medical knowledge, formalized in the Four Tantras by Yutok Yonten Gonpo. The fundamental theory of Tibetan Medicine sees a healthy body composed of three humors, seven basic constituents and three excretory substances. An unbalance in these components then causes disease. Diagnosis is performed through observation, palpation, questioning, urine, pulse, and tongue analysis. It's very interesting to point that treatments not only cover the use of medicines, but also diet and behavior along with physical therapies. Traditional Tibetan Medicine is an ancient science in which some of its fundamental principles are listening carefully to the patient, a close global examination (body, mind, energy, but also surrounding circumstances) and personalized medical care. Due to its cultural roots and to the approach based on the specific identity of the patient in relation to his whole environment (life history, personal issues, context and feelings), Tibetan Medicine can be seen as a perfect example of Person-Centred Medicine. In particular it enhances the relationship between patient, doctor, and society as an important aspect of health. The disease is considered in its full dimensions with a primary focus on general mental health and collaboration with one's culture. In addition daily integration of diet, prescribing particular foods to particular people, is an effective method of preventive health as well as for the treatment of mild disorders. The purpose of this review is to discuss how a salutogenetic approach may solve some of the difficulties faced by healthcare systems. Salutogenesis explores the reasons why some people stay healthy in the face of hazardous influences whilst others, faced with the same hardship, fall ill. It was Antonovsky who suggested that resilience to difficult situations depends on a person's sense of coherence (SOC), a global orientation based on a sense of self-reliance in the face of challenges, self-confidence in one's ability to deal with demanding events and the motivation to 'keep going', trusting that such difficult events hold meaning for one's life [1, 2] . There is a large body of research on all age groups, different socioeconomic backgrounds and across cultures that shows that a strong SOC is related to better health and healthy ageing. It is a protective factor against alcohol addiction despite similar rates of recreational consumption in teenagers. Conversely, a weak SOC is related to poorer health and lower affect. SOC is a dynamic orientation that develops naturally in the first 30 years of life but can also be strengthened through personal activity and care [3] [4] [5] [6] . How can a healthcare system be oriented so that overcoming illness becomes the foundation of better future health? In such a system each medical intervention should aim to strengthen a person's SOC and resilience and this should be differentiated at each level from primary to tertiary care. Each professional role too should be developed to provide salutogenetic care from their angle and this should be addressed from as early as undergraduate training [7] . They should work towards the principles of personcentred-medicine, a concept that aims to incorporate the holistic approach, the relationship-based care and the treatment systems of non-conventional medicine into the technological advances of mainstream medicine in order to provide more personalised and sustainable healthcare [8, 9] . The caregiver-person relationship needs to become central to the therapeutic process so that any treatment is chosen as an informed choice, based on the needs of that person in the context of their physical, psychological and biographical situation. As an example, if the chosen treatment were a coronary artery bypass graft then the technological aspects would need to be chosen specifically for that single case. However for the whole process from pre-operative care to rehabilitation to become a salutogenetic experience, physical as well as psychological, social and personal factors need to be addressed at the appropriate time. This could develop the awareness that overcoming this difficult experience was meaningful because it allowed the development of new life skills, new coping strategies, and new confidence in one's healing abilities [10] . This change needs to be sustained over time with appropriate follow-up [11] . Adopting a healthier lifestyle is likely to improve the quality of life of that person, and may prevent future illness being cheaper in the long run for the healthcare system. In order to evaluate the success of medical interventions broadened with a salutogenetic approach, parameters may need to be developed and adopted that can assess quality of life of patients and caregivers in terms of sustainable change, satisfaction and prevention of burn-out as well as cost-effectiveness and technological excellence [12] . The aim of the Help4Mood project is to develop a system that will help people with major depression recover in their own home. The Help4Mood system is designed to be used together with other forms of therapy, such as self-help, counselling, or medication. Help4Mood has three main components:
& a personal monitoring system that keeps track of important aspects of behaviour such as sleep or activity levels & an interactive virtual agent who asks patients about their health and well-being, provides a portal to trusted health information, and feeds back information collected through monitoring and questionnaires & a decision support system that tailors each session with the virtual agent to the individual needs of the person with depression and that supports clinicians in interpreting the data collected through the virtual agent and the personal monitoring system. There was a problem with the second sample, were girls were more numerous than boys. We used the method of an epidemiological inquiry based on two questionnaires: CORT 2004 (with 126 items that investigated smoking, alcohol and drug consumption, aggressive behaviors, traffic accidents, sexual, feeding, sedentary and self-medication behaviors) and Freiburg Personality Inventory (FPI) with 212 items that investigated nervousness, aggressiveness, depression, excitability, sociability, calm, domination, inhibition, sincerity, emotional lability, bipolar personality features. Both questionnaires were individually applied, in one session and respecting anonymity. Results obtained: Four personality's dimensions presented ranks over 6 (4-6 being considered balanced) in teenagers: nervousness (rank 8), aggressiveness, excitability and domination (rank 7 each of them). Two personality's dimensions were registered with high ranks in students: nervousness and sincerity (rank 7, each of them). Risk behaviors related with personality features in teenagers are: smoking and alcohol consumption-the same profiles with the sample; drug consumption-oscillation on the depression dimension; hetero-aggressive behavior-increased ranks of nervousness and aggressiveness; suicidal behavior-increased level of depression and history of suicide in family and also increased ranks of nervousness and aggressiveness, sexual behavior with risk-decreased domination, decreased sociability and aggressiveness. There was a tendency in teenagers to lie and exaggerate the number of sexual partners. Risk behaviors related with personality features in students are: smoking-the same profile with the samples, alcohol and drug consumption-decreased level of inhibition; hetero-aggressive behavior-oscillation of the sociability dimension (introvert-physical aggressiveness, extrovert-verbal aggressiveness), suicidal behaviors-no pregnancy of features; sexual behavior with risk-high level of sociability and of sincerity dimensions.
In conclusion, there are relevant differences between teenagers and students as far as personality features (students are more balanced than teenagers) and risk behaviors are concerned (in teenagers they are connected with instability and in students they are connected with specific dimensions of personality and they seem to be more persistent). Conclusions: In Republic of Macedonia, the coverage rates for the majority of vaccines against certain infectious diseases included in the national mandatory immunization policy are well at level of 95%. However, there is a slight tendency of reduction in the coverage rates for primary vaccination, as well as in the re-vaccination rates for certain vaccines in 2009.
EVALUATION
